INTRODUCTION
Lipoma is the most common benign tumor of soft tissues in the human body. They were first described in 1757, by Bauer (1). They occur in elderly people. The majority are subcutaneous in location. They may develop virtually in all organs through the body. One of the rare sites for lipoma to occur is small bowel mesentery, which is called mesenteric lipoma (1, 3) . Mesenteric lipoma is usually diagnosed accidentally, and most are asymptomatic as it usually allows the passage of intestinal contents. If patients develop symptoms, the common ones are abdominal swelling and abdominal pain (2, 4, 5) . Rarely, the presentation could be with complications of the mass like small bowel obstruction with volvulus.
In this article, we present a case of small bowel obstruction secondary to volvulus resulted from mesenteric lipoma. The clinical presentation and pathology description are discussed with review of literature.
THE CASE
A 25 years old male Ethiopian patient presented with worsening of intermittent abdominal pain of three days duration. Associated with this, he also had frequent vomiting of bilious matter, progressive abdominal distention and later failure to pass feces and flatus. He had visited a health center several time for his long standing abdominal cramp, but he was only given anti parasite and anti-pain. Physical examination revealed tachycardia of 100 beat/minute. Abdominal examination revealed a distended abdomen with visible peristalsis, hyper tympanic on percussion and scanty stool in the rectum during digital rectal examination. laboratory investigation results were Unremarkable
Plain abdominal x-ray showed centrally located, multiple air fluid level with stepladder appearance. With an assessment of small bowel obstruction secondary to primary volvulus, the patient was resuscitated with fluid, NG tube inserted and catheterized and produced adequate urine. Informed consent was obtained for explorative laparotomy. He was explored through a midline vertical incision. There was minimal reactive fluid, a distended small bowel which volvulated 720 degree anti-clockwise over a big mass which is 80cm from ileo-cecal valve. The mass was big (15x10cm), yellowish in color, multi lobulated. Arises from small bowel mesentery involving its wall partially but the bowel lumen was patent and viable with no perforation. There were few mesenteric lymphadenopathies (Figure 1 ).
Figure 1: a) volvulated small bowel (black arrow) with a mass as an axis (white arrow); b) lobulated big yellow mass (white arrow head) on the mesenteric side of the bowel
For this, the reactive fluid was sucked out, the volvulus was de-rotated and the mass was resected en-block with segment of the bowel (Figure 2) . End-to-end ileo-ileal anastomosis was done. The resected specimen was subjected to histopathology examination
The histology examination showed a well circumscribed tissue composed of lobules of mature adipose tissue aggregates of mononuclear inflammatory cells, granulation reaction and vessels. The Conclusion was ileum (segmental resection) -benign lipomatous lesion (lipomatous tumor) (Figure3 a and b) . The patient had smooth post operative course, and was discharged improved after nine days of stay in the hospital. He was doing very well during subsequent follow-ups. Mesenteric lipoma is commoner in adults aged between 40 and 60 years and rarely occurs in children of less than 10 years (4). It is said to have slight female preponderance. The factors that predispose to lipoma are obesity, diabetes mellitus, hypercholesterolemia, familial tendency, trauma, radiationtherapy and chromosomal translocation (2, 5) . Our patient was a 25 years old male with no identifiable etiologic factors.
Figure 2: Resected specimen gross appearance with segment of small bowel (arrow head) and mesenteric mass
Small intestinal mesenteric lipomas mostly occur on the ileum (1,2,5 ). They either occur in the root of the mesentery or at the luminal edge of the mesentery. This was also the case in our patient.
These lipomata are usually asymptomatic because most allow passage of small bowel as the lipomas are soft and mobile masses which do not infiltrate into surrounding structures (3 4).
For symptomatic patients it is related to the pressure effects of big lipoma. The common symptoms are vague abdominal pain, distension, and anorexia and weight loss (5) . Rarely, patients present with signs and symptoms of intestinal obstruction, and this is usually due to small bowel volvulus or intussusception caused by the lipoma. The case presented with long standing abdominal pain and signs and symptoms of acute intestinal obstruction.
Mesenteric lipomas are diagnosed accidentally after laparoscopy or laparatomy as most have no symptoms. MRI and Computed Tomography (CT) is also said to be useful in diagnosis. Ultrasound shows a well defined homogenous echogenic mass, and so can distinguish it from a mesenteric cyst. Computed Tomography (CT) shows homogenous tumor of adipose tissue. Also gives information about effect on the small bowel, whether there is evidence of ischemia and may demonstrate the typical whirl like pattern of a volvulus (1,4) . Unfortunately, our patient didn't have the opportunity to have CT scan as he presented acutely. We took plain abdominal x-ray which showed complete small bowel obstruction which is one of the complications of the clinical entity.
Treatment of large or symptomatic mesenteric lipomata involves surgical excision of the lipoma with resection of the adjacent small bowel and end-to-end anastomosis (3, 4) .
However, enucleation of tumor from the leaves of mesentery has been reported. Laparoscopic excision of mesenteric lipoma has also been reported. Liposarcomas have also been described in the literature, rarely arising from the small bowel mesentery. Even if mesenteric lipomata are rare, they should be considered in cases of long standing abdominal pain, especially in resource limited areas where most of these patients will be seen first by non-physicians. The treatment involves laparatomy with enbloc resection the segment of the bowel.
